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When James Ross Veal of  Washington, D.C., first 
discussed with his colleagues the idea of forming a 
society to promote the emerging field of vascular 
surgery and to provide aforum where members might 
share their experiences, this area of practice was very 
restricted, limited for the most part to the manage- 
ment of venous problems, the vasospastic disorders, 
and the consequences of obliterative arterial disease. 
My recollections of the birth of the Society come to 
me against a backdrop of war and military surgery. 
World War II was just ending in Europe, and the war 
in the Pacific was continuing unabated. I was still in 
uniform at the time of the preliminary meeting in 
December 1945, and I was on terminal leave in July 
1946 when The Society for Vascular Surgery was 
organized and received its name. My colleagues, 
however, were most thoughtful and kept me well 
informed so that I was able to participate actively in 
initiating this exciting new organization. 
The war had a stimulating influence on this infant 
field of surgical practice. It brought about a renewed 
interest in traumatic aneurysms, arteriovenous fi tu- 
las, and, as in previous conflicts, the dire significance 
of ligating injured major arteries. In the spring of 
1944 I returned from the Pacific Theater with a 
plaster cast on one leg because of partial paralysis 
(there were no braces out there), AI Blalock, who 
during these days of utter secrecy seemed to learn of 
such things almost before they happened, heard that 
I was on my way back to the mainland and called his 
friend General Fred Rankin, surgical consultant to the 
Surgeon General, requesting that poor old Shu- 
macker, no longer fit for military service, be dis- 
charged so he could come back to Johns Hopkins 
where he was badly needed, cast or not. General 
Rankin informed him decisively that i f I  could be any 
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help to Johns Hopkins I would be much more useful 
to the Army. He assured him, however, that he would 
see to it that I was given a good assignment. I was 
more than ready to go back on duty as soon as I 
obtained abrace. The general kept his word and gave 
mc a most unusual and exciting post. I was extraor- 
dinarily lucky to be given this position. Three vascular 
centers for the care of military personnel with vascular 
injuries and disorders had been created; two of the 
centers had been established, and I was to get the third 
tmderway. To start up the third center and serve as its 
director was, indeed, a choice appointment, one of 
best things that ever came my way. Perhaps never 
again will a surgeon have the opportunity to care for 
hundreds of patients with traumatic aneurysms, arte- 
riovenous fistulas, and other vascular injuries and 
disorders, and many more hundreds of patients with 
cold injuries. We had so many patients that it was 
possible to fill a large 84-bed ward just with patients 
who had aneurysms and arteriovenous fistulas, for 
example. Being given this position not only afforded 
me this almost unprecedented opportunity, but in- 
tensified my interest in this field of  work, as well. 
This interest had developed in a rather fortuitous 
manner and not by the route ordinarily taken by 
young surgeons preparing for this specialty today. 
During the course of my residency training at Yale, I 
found myself ascinated with every aspect of surgical 
practice and without any real preference for any 
particular one. It seems, however, that active partici- 
pation in vascular surgery was destined for me. After 
I completed my training I was lucky enough to be 
offered two positions, one at Yale and one at Johns 
Hopkins. When I asked Professor Sam Harvey what 
he would want mc to do should I remain in New 
Haven, he told me that he would like me to see what 
I could do in building a "vascular service." I decided 
to go back to Johns Hopkins instead of remaining at 
Yale, and on my arrival in Baltimore the professor, A1 
Blalock, wanted me to take on as one of my respon- 
sibilities the vascular service, which had been in charge 
a surgeon who had just departed. Neither Harvey or 
JOURNAL OF VASCULAR SURGERY 
Volume 23, Number 6 Shumacker 1019 
Blalock intended for me to limit my work to this 
particular area, just to pursue it as one of particular 
concern, and that was the way I regarded the matter. 
Vascular surgery was by no means a separate 
specialty at that time, and the early members of The 
Society for Vascular Surgery were all general surgeons 
who had an interest, though not a confining interest, 
in vascular surgical problems. To be sure, the careers 
of a very few were veering in this direction. After his 
return from military service to civilian life, Norman 
Freeman limited his practice in San Francisco to this 
field, and Louis Hcrmann's practice in Cincinnati was 
predominantly in this area. Still, the members as a 
whole had no desire to restrict heir work to this field. 
At this time vascular surgery covered a consider- 
ably broader field than does general vascular surgery 
today and tended to embrace the whole cardiovascu- 
lar system. Cardiac surgery was a prominent part of it. 
Indeed, a number of the first members were more 
concerned with and involved in the rapidly advancing 
field of  heart surgery than with that relating to the 
circulation in the extremities. Among them were 
Blalock in Baltimore and Robert Gross in Boston, and 
others of us were as much interested in cardiac 
surgery, if not more so, as in that of the rest of the 
vascular system. During the preliminary discussion in 
December 1945, Barney Brooks of Nashville, dis- 
turbed by the way the conversation was going, ex- 
claimed that the most important part of the circula- 
tory system, the central pump, was being neglected! 
Three of the nine presentations at the first meeting 
dealt with cardiac problems, and all the programs 
through the first 35 included at least one. Only slowly 
did the Society give up its concern for the heart, or, it 
might be more accurate to say, did those who made 
contributions in cardiac surgery choose to present 
their work before other organizations than the Society 
for Vascular Surgery. 
It is understandable that cardiac surgery should 
have had a special attraction for some of us. We had 
grown up during a time when operations on the heart 
were rare. During my early periods at Johns Hopkins 
and Yale there were only a very few instances in which 
any cardiac operation was thought o be indicated. 
Patients with cardiac stab wounds were rarely seen. 
Furthermore, the bleeding had stopped in most of 
them, and either nothing was required or only the 
percutaneous evacuation of  pericardial blood and 
fluid was required. Operations for constrictive peri- 
carditis must have been even more rare, for I recall no 
case at Johns Hopkins during that time and only one 
at Yale. Heart surgery was not new. Francisco Romero 
of Barcelona had accumulated a sizable experience 
with the operative drainage of pericardia] effusions 
when this topic was prcscnted to the Faculty of  
Medicine in Paris in 1814. According to Francoise 
Victor Merat de Vaumartoise's account in the Dic- 
tionnaire des Sciences Medicales, the Faculty did not 
considcr this foreign doctor sufficiently responsible to 
advocate such a potentially disastrous procedure as 
operative drainage of the pericardium, and it did not 
feel justified in publishing an account of it. It preferred 
to let it remain in the "silence of its archives." 
It was intercsting to me that the first recordcd 
suture-closure ofa heart wound had becn carried out 
by a young surgeon who was still in training at the 
time. Ansel Capellen was resident surgeon when he 
sutured a ventricular laceration early in the morning 
on September 5, 1895, in the Rikshospitalet in Oslo. 
That he was young and that hc could assume such 
responsibility as resident surgeon did not surprise me 
because at both Johns Hopkins and Yale young 
surgeons were given every opportunity for indepen- 
dent operative work. This was a principle I always 
followed once I had a service of my own and could 
guide the maturation of young surgeons. 
Heart surgery was certainly the bright area in the 
operative management of cardiovascular difficulties; it
seemed to be moving ahead at a good pace. On March 
6, 1937, a few years before the Society was born, John 
Strieder had undertaken the ligation of a patent 
ductus in a patient with bactcrial endarteritis in 
Boston at thc Massachusetts General Hospital. Al- 
though he accomplished the procedure successfully, 
the patient died on the fourth day after surgery. The 
ncxt year, however, across town at the Children's 
Hospital on August 28, Robert Gross, who had lost a 
patient during an earlier attempt, carried out a ductal 
ligation successfully, the first operative cure of one of 
the congenital cardiac malformations. It was fitting 
that these landmark operations for congenital heart 
disease should have taken place in Boston. John 
Mtmro of the same city had spoken of the possibility 
and desirability of ductal ligation in a remarkable 
address at the Philadelphia Academy of Surgery 30 
years before. 
About the time these operations were performed, 
Gross in Boston, A1 Blalock in Baltimore, and Clar- 
ence Crafoord in Stockholm were each beginning 
studies with the objective of treating surgically an- 
other congenital anomaly, coarctation of the aorta. 
Crafoord was first; on October 19, 1944, he excised a
patient's coarctated segment of aorta and repaired the 
aorta by end-to-end anastomosis. He performed 
another operation 12 days later; both patients did 
well. Gross performed the same procedure the fol- 
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lowing June. Although is first patient died, a second 
patient he treated in July had a successful outcome. In 
1947, a little more than 3 months before the first 
meeting of the Society for Vascular Surgery, I had an 
unusual opportunity when I performed the first 
excision of a thoracic aortic aneurysm with end-to- 
end aortic repair. This case lent itself particularly well 
to the procedure; the patient was a boy who had an 
aneurysm distal to an area of coarctation as well as a 
patent ductus with endarteritis and bacteremia. These 
were exciting times for those of us who were inter- 
ested in surgery of the heart and for no one more than 
me. Heart surgery had become a reality and was 
moving ahead, and we were all overjoyed to be a part 
of it. To be sure, what could be accomplished had to 
be carried out with the heart beating and performing 
its normal work. Some time would pass before the 
20-year effort of John Gibbon would culminate in the 
perfection of his heart-lung machine and the advent 
of unhurried, deliberate open heart surgery. 
In contrast to the progress with operations on the 
heart, blood vessel surgery seemed to have been in the 
doldrums for ages and appeared to be just creeping 
along. More than 175 years had passed since the 
English physician Richard Lambert had suggested to 
his colleague Hallowell that he plan his operation for 
a brachial aneurysm in such a way as to preserve the 
continuity of the artery rather than to ligate it as was 
customary. About 60 years had gone by since 
Postempski inItaly had reported the first lateral suture 
of an artery in a human being and 40 years since the 
Spaniard, Goyanes, had used the concomitant vein as 
a graft after excision of a popliteal aneurysm with 
removal of a portion of the artery. These important 
contributions brought about no real reform, and 
ligation was still the order of the day. Continuity- 
preserving procedures were rarely performed by ei- 
ther military or civilian surgeons. Western surgeons 
interested in vascular problems were almost com- 
pletely unaware of the Polish surgeon Ramuald We- 
glowsld's large and successful World War I experiences 
with the use of such methods in the treatment of 
injured arteries and the resultant aneurysms and 
arteriovenous fi tulas. Had this work been generally 
known, it is possible, even likely, that contemporary 
vascular surgical methods would have come into use 
30 years before they did. As I became more familiar 
with the literature, I became increasingly aware of this 
and  of the language barrier as a very real impediment 
to progress. One cannot help but wonder whether 
there were not other publications that might have 
played asignificant role in advancing surgery had they 
only been read and appreciated for their worth. It is 
disheartening to think that some good, potentially 
progress-promoting deas may never have been pub- 
lished or shared with others. 
It is so easy to be satisfied with the status quo. 
When I assumed irection of the Vascular Center and 
inquired of some of the senior surgeons about using 
vascular eparative procedures, only A1 Blalock and 
Barney Brooks encouraged me to use these tech- 
niques. It is one of my very deep regrets that I did not 
use them routinely, and although my published expe- 
rience with vein grafts was the largest in the English 
language literature at the time it was small compared 
with what it might have been. So slowly do we move 
ahead at times. 
The programs of the first meetings of the Society 
for Vascular Surgery reflect he broad concerns of the 
initial members. They included papers relating to 
essential hypertension, venous thrombosis, portal 
hypertension, aneurysms, arteriovenous fistulas, 
blood vessel injuries, hyperhidrosis, causalgia nd the 
vasospastic and reflex disorders, hypersplenism, and 
vascular grafts. The first meetings contrasted sharply 
with the current meetings in still other ways. The 
membership was small, and members were encour- 
aged to try to swell the ranks of those attending by 
inviting their friends and acquaintances. Three of the 
first five meetings were in Atlantic City and two of the 
first six in Chicago, and as we walked along the 
Boardwalk or down Michigan Avenue we would 
remind all our colleagues we met of the time and place 
of the meeting, urge them to come, and suggest that 
they bring along anyone they could. Young members 
who have only known meetings with very large 
attendance must find it difficult to imagine such a 
time. It must be even harder to realize that one of the 
objectives of the group was simply to acquaint prac- 
ticing physicians with the fact that surgical methods 
could actually be helpful in the care of patients with 
vascular disorders. The meetings were scheduled in 
conjunction with those of the American Medical 
Association with this purpose in mind. They began in 
the afternoon and continued in the evening with a 
"Grand Panel Discussion," during which those 
present were invited to direct questions to any mem- 
ber of the panel. It was hoped that such maneuvers 
would help spread the word throughout the profes- 
sion that vascular surgery was a real therapeutic tool. 
Such was the background of the beginning of the 
Society for Vascular Surgery that my memories recall. 
These recollections conjure up the camaraderie ofthe 
small group that negotiated the conception, gesta- 
tion, and birth of the Society. At the conference inJuly 
1946, 31 surgeons were selected for charter member- 
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ship. Most of them took the new organization and its 
objectives eriously, and only a few were essentially 
nonparticipants. They were enthusiastic about the 
future of vascular surgery and of  the organization 
being brought o life. The oldest was Rudolph Matas, 
who for some time had been the most widely known 
American surgeon. He was 86 years old at that time 
and was limiting his travels, but he contributed an air 
of  authority no other person could. His conversations 
and discussions were so learned and so replete with 
the international aspects of surgery they had an 
inspiring and broadening influence on the younger 
members. I feel very lucky to have gotten to know him 
quite well, all because of his intense interest in 
aneurysms and arteriovenous fistulas. I remember 
well a letter I received from him when I was at the 
Vascular Center at the Mayo General Hospital and 
was to talk about my experiences in their treatment at 
a meeting of  the Sixth Service Command in Chicago. 
How he ever learned about this obscure vent I shall 
never know, but in his letter he spoke of it and asked 
that I send him a copy of my remarks. I had planned 
to speak more or less extemporaneously and from 
notes, but you can be sure that Dr. Matas' request 
prompted me to write a little paper for the presenta- 
tion and to forward a copy to him without delay. Mike 
DeBakey and I were the youngest; we were 38 years of 
age at the time. Among the members who were very 
active and are perhaps remembered more for what 
they did in other surgical areas than vascular surgery 
were Arthur Allen, Frederick Bancroft, Isaak Bigger, 
Fred Coller, Walter Maddock, John Morton, Al 
Ochsner, and Merle Scott, surgeons whose interest in 
the field then was largely concerned with venous 
thrombosis and embolism. I was puzzled about this 
then and still am, for judging from the remarks of 
Arthur Allen and AI Ochsner it seemed that embolism 
was a constant problem in Boston and New Orlcans 
and it was not at Johns Hopkins, Yale, or Indiana, 
where I went in 1948. 
The programs for the first meetings were arranged 
in a very informal way. The task of  arranging them was 
delegated to a small group. Members who wanted to 
discuss a topic conveyed their wish to one of  this 
group, and if the members who were arranging the 
program thought some additional topic should be 
presented they did not hesitate to request the surgeon 
to present his work. From the first, the business of the 
Society was discussed at a luncheon meeting. This 
consumed little time, and there was ample room for 
stories. Those present remember vividly the Cajun 
tales Al Ochsner and Mims Gage would tell. One can 
only regret hat they were not published! The duties 
of the officers, and certainly those of the treasurer, 
were not time-consuming. During the first meeting I 
was appointed to this office, and the treasury was my 
responsibility for the next half-dozen years. It was not 
a difficult task, for we had no bank account and no 
funds and the Society's expenses were limited to those 
incurred by the annual uncheon. I would obtain the 
bill from the waiter, add a gratuity, divide the total by 
the number having lunch, pick up someone's hat, and 
walk around the table asking each person to place his 
share in the hat. It was that simple. 
This is the way I remember the origin of  the 
Society for Vascular Surgery, asmall group of general 
surgeons who were interested in the possibilities of 
vascular surgical techniques in dealing with circula- 
tory difficulties, a friendly group of men drawn 
together in an exciting new venture. Out of such a 
simple beginning did the Society evolve--as I remem- 
ber it. 
